One of the rare complications in percutaneous coronary interventions (PCI) is failure of stent deployment. In this case, the authors address the difficulties of proper diagnosis in a patient with recurrent ischemia caused by failure of stent deployment.

A 92-year-old, obese female patient with a history of kidney failure was admitted with non-ST-elevation myocardial infarction (NSTEMI). The initial ECG showed ST-segment depression in leads aVL and V4--V6. Troponin I (TnI) was 0.054 ng/ml (reference range \< 0.013 ng/ml). Coronary angiography revealed: 90% stenosis of the proximal left anterior descending (LAD), chronic occlusion of the right coronary artery (RCA) and 50% stenosis of the highly calcified left main coronary artery (LMCA), which was estimated to be borderline ([Figure 1 A](#f0001){ref-type="fig"}). Primary PCI of the LAD, which seemed to be the culprit lesion, was performed and three drug-eluting stents (DES) (BioMatrix 2.5 mm/18 mm, 2.5 mm/24 mm and 2.5 mm/14 mm) were implanted into the proximal and mid LAD with an excellent final angiographic result ([Figure 1 B](#f0001){ref-type="fig"}). Chest pain resolved after the procedure but reappeared only 3 h later with ischemic changes in the ECG as previously. Control angiography confirmed undisturbed blood flow through the previously implanted stents ([Figure 1 C](#f0001){ref-type="fig"}). On the 6^th^ day of hospitalization the patient reported acute chest pain with concomitant significant ST segment depression in the precordial leads. Second control coronary angiography showed an unexpanded stent located in the LMCA ([Figure 1 D](#f0001){ref-type="fig"}) which caused 90% LMCA stenosis and protruded into the aorta. The stent was removed with the snare loop ([Figure 1 E](#f0001){ref-type="fig"}). Left main coronary artery stenosis was reassessed as a significant lesion. After balloon dilatation, a new DES (Promus 3.5 mm/12 mm) was positioned in the LMCA ([Figure 1 F](#f0001){ref-type="fig"}), resulting in complete resolution of angina.

![**A** -- Coronary angiography of the left coronary artery showed massive calcification (CRA 26, RAO 6), **B** -- final angiographic result (CAU 30, LAO 58), **C** -- the first control (CRA 31, RAO 31), **D** -- the second control showing the dislodged stent (white arrows) in the LMCA and the previously implemented stents (black arrow) (CRA 4, RAO 3), **E** -- removing the stent (white arrows) with the snare loop (CAU 4, RAO 9), **F** -- result of LMCA stenting (CAU 34, LAO 50)](PWKI-14-32254-g001){#f0001}

Reported incidence of failure of stent deployment varies, ranging from 0.3% to 8.3% \[[@cit0001]\]. Several factors are associated with stent loss, including arterial calcification, tortuosity of the vessel, stent delivery through another stent and direct stenting \[[@cit0002]\]. A deep intubation technique was used at the first intervention. According to its characteristics, the platform used in the BioMatrix family of stents allows successful stent delivery even in a group of highly torturous and calcified vessels. However, the authors presume that a stent tine caught on the guide tip, leading to the stent being stripped from the balloon. Failure of stent deployment is a potentially life-threatening condition which can cause complications such as acute coronary syndrome, the need for coronary artery bypass graft surgery, and noncoronary sequelae after stent embolization \[[@cit0003]\]. Based on this case, patients with massive calcifications should undergo more stringent angiographic evaluations including intravascular ultrasound (IVUS), which could have resulted in earlier diagnosis.
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